presence of infection. Subsequently, 3 "Surviving Sepsis Campaigns" (SSC) have occurred. Each advocated updated, research-based approaches for "best practices" for the septic patient admitted to a hospital, such as prompt administration of appropriate antibiotics and crystalloids. However, no prior publications exist regarding septic patients who are treated and released from an emergency department (ED). The short-term mortality of patients who are septic, yet deliberately treated and released from an ED, is currently unknown. We focused upon this population because at this time, a prudent emergency physician, who deliberately institutes an outpatient treatment plan for a septic patient who does not appear to require hospital admission, could cite no peer-reviewed literature to support this common practice. Thus, in the rare event that such a patient unexpectedly deteriorated after treatment and release from an ED, and the quality of that medical care were called into question, the emergency physician could not cite peer-reviewed literature to support their decision. We seek to remediate this deficiency, hypothesizing that patient deaths within 7 days are vanishingly rare to absent among this cohort.
Study Objectives: The Severe Sepsis 3-Hour Resuscitation Bundle calls for an initial administration of 30 mL/kg of crystalloid as a fluid challenge in sepsis, to correct possible underlying hypovolemia. We aimed to study whether the practice of administering 30cc/kg saline in the first 3 hours of sepsis improves outcome, especially with regard to 30-day hospital re-admission.
Methods: This was an observational cohort study that took place in an urban academic teaching hospital and trauma center with over 75k annual ED visits. Participants included adult patients who presented to the ED with signs and symptoms consistent with severe sepsis or septic shock.
The data abstraction was performed by trained coders blinded to the outcome of interest, and a standardized data collection tool was utilized. Data analysis performed using JMP 12.0.
Results: 168 patients met the inclusion criteria. 57% of the cohort received the recommended 30cc/kg fluid bolus in the first 3 hours of their ED stay. On univariate regression analysis, there were no significant differences between those who did receive or did not receive the fluids with regard to age, sex, arrival from emergency medical services or NH, or whether or not the sepsis bundle was ordered. The overall 30-day hospital re-admission rate for the cohort was 19%. For those who received the fluid challenge, it was 14%, as compared to 25% in those who did not.
On multivariable logistic regression analysis that included demographics and laboratory values, those patients who did receive the 30cc/kg fluid resuscitation were significantly less likely to be re-admitted to the hospital within 30 days (25 versus 14%).
Conclusions: Fluid resuscitation in the early hours after sepsis appears to be significantly correlated with a lower rate of hospital re-admission at 30 days.
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Implementation of a Modified HEART Score Pathway in an Urban, Safety Net Hospital: A Before-After Study Trent SA, Joynt P, Stella S, Skinner A, Salame G, Prandi-Abrams M, French A, Krantz M /Denver Health Medical Center, Denver, CO; Castle Rock Adventist Hospital, Castle Rock, CO Study Objectives: We sought to decrease practice variation in our emergency department (ED) for patients presenting with acute, non-traumatic chest pain through implementation of a chest pain risk stratification guideline using the HEART score. Additionally, we sought to validate the HEART score in a large, urban, safety net population.
Methods: We performed a before-after study using standardized medical record abstraction at a single, urban, safety net institution. Consecutive adult patients were identified by ED ICD-10 diagnosis codes. Inclusion criteria were: age 19 years, a troponin order during ED evaluation, and an ED diagnosis of chest pain or acute coronary syndrome. Exclusion criteria were: ST elevation myocardial infarction or a non-cardiac diagnosis for chest pain (eg, pneumonia or pulmonary embolism). Prior to the development of an institutional chest pain risk stratification guideline, 3 months of consecutive eligible patient medical records underwent standardized medical record abstraction by emergency physicians to understand our current practice and retrospectively evaluate the HEART score in our patient population. Using this data, a multidisciplinary chest pain risk stratification guideline similar to the HEART score pathway was developed and subsequently implemented in our institution. The impact of this guideline on ED length of stay, hospital admissions, and utilization of noninvasive stress testing and cardiac catheterization were evaluated through an additional 3 months of standardized medical record abstraction by emergency physicians. Patients with either MACE identified during the initial encounter or a health care encounter in the medical record 6 weeks after the index ED encounter were used to validate the 
